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INTRODUCTION
Benign cystic mesothelioma (BCM) is a rare tumor
that originates in the peritoneum and may involve the
surface of the bladder, rectum, ovary or cul de sac. The
incidence is of 0.1-1.0 case per million people every year
(1), and occurs mostly in women of reproductive age. The
women-men rate is 5:1.
The present study reports a case of BCM diagnosed
in a 21-year-old female presenting with abdominal pain
and a pelvic cystic mass.
CASE REPORT
A 21-year-old nulligravida, white, single, sexually
active woman had a history of pelvic pain and dispareunia
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ABSTRACT
Benign cystic mesothelioma is a rare tumor originated from mesenchymal cells of the
abdominal and pelvic peritoneum. This rare tumor should be considered in the differential
diagnosis of young women presenting with abdominal pain and a multicystic abdominal mass.
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RESUMO
O mesotelioma cístico benigno é um tumor raro originado de células mesenquimais do
peritônio abdominal e pélvico. Este tumor raro deve ser considerado no diagnóstico diferencial
de mulheres jovens apresentando dor abdominal e massa abdominal multicística.
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for 6 months. Two previous ultrasounds were suggestive
of hydrosalpinx, and the patient had been treated for
inflammatory pelvic disease, without improvement. The
patient had been using oral contraceptives for 2 years.
Abdominal examination on admission revealed
abdominal distention; gynecologic examination was
suggestive of a pelvic mass. Videolaparoscopy was
performed and revealed multiple cysts containing clear
and gelatinous material, the largest with 5 cm in diameter.
Fallopian tubes and ovaries were normal, as well as the
rest of the peritoneal cavity. The cysts were aspirated,
and the capsule was sent to examination. The pelvic
peritoneum of the cul de sac was cauterized. Pathology
report revealed BCM.
After surgery, the patient showed improvement of
symptoms, and two years later, was asymptomatic, without
evidence of recurrence.
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DISCUSSION
Mesotheliomas are mesenchymal tumors originated
from cells that cover serous cavities. In the peritoneum
(site affected in 20% of cases), mesotheliomas may manifest
themselves as benign adenomatoid tumors, malignant
mesotheliomas or BCM (2,3). Patients presenting with
diffuse malignant mesotheliomas show an overall median
survival of 6 to 10 months. Adenomatoid tumors are rare
and are most commonly found in the genital tract. They
are benign and do not tend to recur. BCM is a borderline
lesion between these two entities (4).
 Mennemeyer & Smith were the first to report the
mesothelial origin of these tumors, in 1979 (4). The etiology
remains obscure (3); however, a possible role of chronic
peritoneal irritation and previous laparotomy has been
described (5). Reactive origin, previous history of
abdominal surgery, endometriosis, or pelvic inflammatory
disease may also be involved (6). The present patient had
been submitted to an abdominal surgery two years before
the diagnosis of BCM. In contrast with what is observed in
malignant mesotheliomas, no relation with asbestosis was
found.
The most common symptoms associated with BCM
include chronic pelvic or abdominal pain, distention, and
presence of abdominal mass on examination (6,7,8).
Dispareunia, urinary urgency and frequency may also be
present (2,6). Sometimes, abdominal mass is absent, and
the tumor is discovered incidentally on laparotomy. These
tumors may grow in the peritoneal cavity and compress
other organs. Invasion of organs has been observed but is
difficult to explain (7). Symptoms differ from those of
malignant mesotheliomas, which present ascites in most
cases. Although the diagnosis of BCM may be suggested
by ultrasonography (US), computerized tomography (CT)
and magnetic resonance (MR), definitive diagnosis is made
only after histological examination (7).
The cysts may range from several millimeters to
several centimeters in diameter (7). They are filled with a
clear, watery fluid, sometimes serous to gelatinous.
Microscopic appearance consists of cystic spaces lined with
one to several layers of cubical or flattened cells embedded
in a delicate fibrous stroma (figure 1A), with numerous
microvilli and well formed desmosomal junctions. They
often have a “hobnail” or “picked fence” appearance (figure
1B). Focuses of epithelial hyperplasia may also be noticed.
Some atypias are often present and may lead to misdiagnosis
of serous carcinoma or malignant mesothelioma (4).
Differential diagnosis should be made with cystic
malignant mesothelioma, ovarian cystadenoma,
cystadenocarcinoma, cystic lymphangioma, angiosarcoma
of serous membranes, cystic smooth muscle tumors, visceral
cysts, pancreatic neoplasms, endometriosis and
adenomatoid tumors (7,8). Many of these pathologies are
similar in terms of image findings and clinical appearance
and can be differentiated only by histological examination.
Treatment consists of complete surgical resection,
and preservation of pelvic organs is indicated (6).
Recurrence may occur in as much as 50% of cases, and
usually takes place 1 to 27 years after the primary treatment.
Recurrence is also managed with resection, and morbidity
is related to local dissemination and recurrence (2,7,8).
Metastasis or malignant degeneration has never been
reported. Fatal complications related to local recurrence
and surgery have been described (9,10).
In conclusion, the present study reported a case of
peritoneal BCM in a 21-year-old patient. The exact etiology
was unclear, but could be associated with a previous
Figure 1. (A) Detail of one of the mesothelial-lined cysts embedded in a delicate fibrous stroma (H&E - 250X). (B) Hobnail-shaped cells in an area
of mesothelial hyperplasia (H&E-400X).
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surgery. Although peritoneal BCM is rare in occurrence, it
should be considered in the differential diagnosis of young
women presenting with abdominal pain and a multicystic
abdominal mass (10).
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